MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - =63-015806

DEPARTMEM oF P 1 HEALTH A w FAR
T uBL : - nTDi m.:: ELFARE 1 Caon D 502 3 lzg STATE FIiLE NUMBER
DO NOT WRITE AMENDED egistration District No, ____ _15 ———Primary Registration District No. S/ 2 & ___-..Rmhh'ar‘s No. ... { ¥]I¥

ON THIS STUB

1. PLACE OF DEATH IO T USUAL RESIDENCE {Where decessed fived. T institution: Residence Gefors
a. COUNTY . STATEM b. NTY admissi
Henry . Missour jb cowwnrv Henry misslon}
b. Ccl’l: (I outside corporate‘limits, give TOWNSHIP anly) Length of stay in 1b c. CITY Inside Limits

Towv _Clinton Q days own Calhoun YeXD Ne [y

€. FULL NAME OF {if NOT in hospital, give location) inside Limin d. STREEY If cutside, glve location) Raside &1 Farm
HOSPITAL OR ADDRESS

mswtion . Glinton General Yo NoO Yes [1 Nogg

+d. NAME OF DECEASED Flrst Middis _Last 4, DATE Month Day Yoar

{Type ar print) Co OF
ROBERT LEE PARKS - peA™ - April 22

3. SEX &. COLOR OR RACE 7. Married Nover Married [J 8. DATE OF BIRTH | 9. AGE (last birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR
Widowed Divorced [J Months | Days Hours Min.
White

e 21/7
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY[ 117 BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even If retirad)

" -
13a.. - . IDEN NAME T usB R WIFE

P | Fmma Garland | Nannie Parks.

15, WAS DECEASED EVER IN U.S. ARMED FORCES? . |17. INFORMANT Address
{Yes, no, or unknown) |(If yes, give war or dates of sar

Na Loyd Parks, Calhoun, Missouri
18. CAUSE OF DEA“I {Enter-only one causa per line for {a}, (B), and [c). - INTERVAL BETWEEN

ART |. DEATH WAS CAUSED BY: r , ONSET AND DEATH
IMMEDIATE CAUSE (a)

R . FJ
Conditions, If any, OUE TO (b). m«-«v M MW

which gave rise to
above cause (1],

stating the under- DUE TO () ! ! ‘ J / 2 —'/ r "’1—4_{

lying covse  lest,

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTU 10 DEATH but not releted 1o the terminal PART !It. 1 cdeceasad was nle  was
disease condition given in PART | (a) . thers » pregnancy in last 90 days

I 0 Yet ] O Ne l 0] Unknown

VS 300
Rev. 4/59
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TOATE AMENDED

-~ |0

ol n]| & | w

L

0o

]

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

[=2

DOCUMENT

19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of inlury.in PART | or FART Il of item 18.)
:PERFORMED? [ (] D
YES[] NOJ

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

20d. INJURY OCCURRED 70s. PLACE OF INJURY (s.g., In or sbout home, | 20f. CITY, TOWN, OR LOCATION . COUNTY STATE

WHILE AT WORK [0 . farm, factory, street, offica bldg., etc.)
NOT WHILE AT WORK []

21 Ytianded the deceased fram / q 52 to. / ? é 3 and |ast snwﬂalm enw'g__—
Denth occurred at. . 2 v 0o A m on the date stared:above, dnd to the best ot my knowledge, from the cauzes stated.

GNATURE ee of title 22b. ADDRESS s T 22c. DATE SIGNED

3 ' ’ .
W - M%MM 2243
L, CREMATION, 236. DATE 23c. NAME OF CEMETERY OR CR MA_YOR‘( 238, LOCATION {City, tawn, ‘or county) {State)

EMOVA!. (Specify)

23
. - u E >
24. FUNERAL DIRECTOR I’ 7 ADDRESS S . 25. DATE RECD, BY LOCAL REG. 28, REGIEi%‘ a‘é H&'ﬁﬁ‘ ‘_ - ‘ ;
ApPril. A& )73 itdred W

d Embaimer's Stat t on Reverse Sids)

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




rgoitie . g

£9%; B My

STATEMENT. BY LICENSED EMBALMER

§
|

1 hereby certify that the I?pdy whose name is recorded on the reverse side- of this certificate was embalmed by me,
or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

chensed Embalmer No. M
* P.O Address-%‘aé&m

Nofe: The above MUST BE SIGNED. BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.

L ED- ¥




